CITATION
In their summary of the literature, Venetis et al [4] . identify three specific ways that oncology consultations impact the provider-patient communication dynamic: (1) evidence suggests that oncologists are perceived as less competent communicators than their primary care counterparts and demonstrate more resistance to improving their communication skills; (2) the agenda for oncology visits is quite narrow and focused (i.e., the development of a treatment plan), and does not follow the traditional script of history taking, exam, and diagnosis; and (3) the psychosocial (affective, emotional) vs biomedical component of cancer consultations is heightened, corresponding with the emotional issues the patient is facing. Each of these components presents substantial challenges, but they are not insurmountable. Effective and targeted skills training, based on basic principles of communication competence, can improve the interaction for both provider and patient.
Communication competence theory:
Communication competence is the ability to choose a communication behavior that is appropriate and effective for a given situation, allowing a person to achieve their communication goals.
The model most often used to describe competence is the component model, which includes knowledge, skill, and motivation [9] . Knowledge means knowing what behavior is best suited for a given situation, skill is having the ability to apply that behavior, and motivation is having the desire to communicate in a competent manner. This theory and its components are salient to provider-patient interactions within the oncology context and provide a relevant framework through which to examine communication skills and shortcomings.
The issue of substandard communication competence has been established as a barrier to effective provider-patient communication in the primary care setting [1] . As discussed previously, characteristics of the oncology context exacerbate this issue. According to Cegala et al [1] , communication competence in a medical setting can be operationalized as, "Communicative moves that effectively advance a participant's goals and, at the same time, reflect understanding and appropriate accommodation of the other's goals" (p.3).
Although there may be several goals working in tandem during a medical exchange, the primary goal for both provider and patient is information exchange [1] . Competent information exchange facilitates discussion regarding medical history, the medical problem/issue, diagnosis, treatment plan, and procedures [1] .
In a recent study of a communication skills training curriculum based on communication competence theory and specifically designed for oncologists, Bylund et al [14] provided a detailed framework divided into six different skill set modules: (1) establishing the consultation framework skills; (2) Communication competence theory [9] is a vital component to informed provider communication skills training. Regardless of the framework or specific training approach, the goal of communication competence is the unifying foundation for all physician skills training programs. As recently demonstrated by Bylund et al [14] , the oncology context is no exception. The Provider facilitative is focused on the emotional tone of the provider. Provider patient-centered is less straightforward, as it also centers on emotional elements. However, the key differences between facilitative and patient-centered are the direction of the emotion (i.e., provider to patient) and the element of inclusion the provider extends to the patient. According to Dimoska et al [15] , "A patient-centered approach is one in which the doctor listens to patients attentively and sympathetically, talks about psychosocial and non-medical issues, appears warm and caring towards the patient rather than hurried, and allows the patient to have input into the consultation" (p.
1508). It is this definition, which attends to the affective, psychosocial, and empowerment needs of the patient that will be employed for the proposed model [4] .
Based on the 14 eligible studies [2, 3, 5, 7, 10, 11, 13, [15] [16] [17] [18] [19] [20] [21] combines these two categories and discusses them more broadly as "patient participation" and more narrowly as "patient question-asking" [16, 17, 22] . "Patient participation has been operationalized as patients' relative contribution to the conversation, their discussing of experiences with the illness, the number of questions they ask, their expressions of concerns and worries, and their agenda setting talk [22] ". Street et al [17] provide a more general definition of patient participation, "as the extent to which patients produce verbal responses that have the potential to significantly influence the content and structure of the interaction as well as the health care provider's beliefs and behaviors" (p. 62).
For the purpose of this model, it is critical to be more specific and to parse 
MATERIALS AND METHODS

Data acquisition procedure
A search was made of electronic databases and existing reviews of the literature for relevant manuscripts that met the following criteria: Manuscripts that failed to report adequate information for a statistical estimate were not included. A complete list is available from the first author.
In some cases the data report only included enough information to provide estimates for only some of the relevant relationships and was included. The lack of complete statistical information reduced the contribution of that data set to this analysis. A simple editorial and publication solution requires the reporting of a complete zero order matrix among all variables and the data could have been included in this report.
Data compilation procedure
Data from 14 studies [2, 3, 5, 7, 10, 11, 13, [15] [16] [17] [18] [19] [20] [21] were transformed into correlation coefficients and corrected (see Table 1 for details of included studies), where applicable, for various measurement artifacts (for procedures see Hunter et al [23] ). Each effect also has the accompanying sample size that was used to estimate the observed relationship. The effects for each separate correlation were averaged and compiled to produce the correlation matrix used for data analysis reported in Table 2 . The correlation matrix provides the average estimate for each separate effect and the corresponding sample size estimate for the combined average effect. The averaging process for the estimation is weighted by sample size to reflect the varying contribution and accuracy of the individual effect.
Test of the causal model
The test of the causal model is a comparison of the expected correlation matrix generated using an Ordinary Least Squares (OLS) method of estimation. A good model considered an adequate explanation or fit to the available data will meet a variety of tests: (1) 
RESULTS
Test of the original model
A test of the original model, appearing in Figure 1 , indicated a lack of fit with the summary data as reported in Table 2 . The first test of the model generated a comparison of the expected and actual matrix that was significant,  2 (7, 
Test of a modified model
The test of a modified model was undertaken to determine possible fit. The 
